Integrated delivery systems Health-care surveys Primary health care Quality of health care Health services research a b s t r a c t Improving coordination between primary care (PC) and secondary care (SC) has become a policy priority in recent years for many Latin American public health systems looking to reinforce a healthcare model based on PC. However, despite being a longstanding concern, it has scarcely been analyzed in this region. This paper analyses the level of clinical coordination between PC and SC experienced by doctors and explores influencing factors in public healthcare networks of Argentina, Brazil, Chile, Colombia, Mexico and Uruguay. A cross-sectional study was carried out based on a survey of doctors working in the study networks (348 doctors per country). The COORDENA questionnaire was applied to measure their experiences of clinical management and information coordination, and their related factors. Descriptive analyses were conducted and a multivariate logistic regression model was generated to assess the relationship between general perception of care coordination and associated factors. With some differences between countries, doctors generally reported limited care coordination, mainly in the transfer of information and communication for the follow-up of patients and access to SC for referred patients, especially in the case of PC doctors and, to a lesser degree, inappropriate clinical referrals and disagreement over treatments, in the case of SC doctors. Factors associated with a better general perception of coordination were: being a SC doctor, considering that there is enough time for coordination within consultation hours, job and salary satisfaction, identifying the PC doctor as the coordinator of patient care across levels, knowing the doctors of the other care level and trusting in their clinical skills. These results provide evidence of problems in the implementation of a primary care-based model that require changes in aspects of employment, organization and interaction between doctors, all key factors for coordination.
Introduction
The coordination of health care between care levels lies at the heart of the current strategy of the Pan-American Health Organization for improving primary care and the services integration policies adopted by numerous Latin American governments in recent years (PAHO, 2010) . Among other aspects, they aim to strengthen the model based on primary care, which acts as coordinator in the care of the patient along the continuum of the health services in the network (PAHO, 2010) . In this model, information transfer, adequate and timely access between care levels, and agreement on the clinical management of patients are key to providing quality care and preventing inefficiencies and discontinuity of care, especially for those patients with chronic conditions who tend to use a greater array of services (Mehrotra et al., 2011) .
The improvement of care coordination between care levels, i.e. primary care (PC) and secondary care (SC), is a longstanding concern in Latin American health systems, which is evidenced by successive attempts to organize the referral system and make the health services function as a network (Giovanella et al., 2015) . Existing evaluations, which are scarce, point to limited coordination in the health services networks due to the deficient transfer of clinical information between levels (Harris et al., 2007; Vargas et al., 2015) ; some highlight difficulties in access to SC for referred patients (Garcia-Subirats et al., 2014) and, to a lesser extent, disagreement over treatments or referrals (Pardo et al., 2008; Ramírez, 2009) . Studies are needed on care coordination between levels that consider the different types and dimensions and explanatory factors, as these are almost inexistent for Latin America (Turci et al., 2015; Vargas et al., 2016) .
This study is part of a wider research project , which aims to evaluate the effectiveness of a participatory shared care strategy in improving coordination across care levels in health services networks in six different healthcare systems of Latin America. The aim of this paper, that presents the comparative results of the baseline, is to determine the level of clinical coordination between PC and SC experienced by doctors and to explore influencing factors in public healthcare networks of Argentina, Brazil, Chile, Colombia, Mexico and Uruguay.
The conceptual framework
There has been an extraordinary increase in publications on care coordination in recent years, but the lack of consensus on definitions remains (Shultz and McDonald, 2014) . Many of them are limited to particular patient populations, settings, transitions or types of coordination. This study adopts the broad definition of Longest and Young (2000) : care coordination is the harmonious connection of the different services needed to provide care to a patient along the care continuum in order to achieve a common objective without conflicts. Although coordination of care may also involve social services and require the coordination of other activities such as administrative procedures, this paper focuses specifically on clinical care coordination. Two interrelated types of clinical coordination are distinguished (Aller et al., 2015; Vazquez et al., 2015) : clinical information coordination, which refers to the use of patients' clinical information in order to harmonize activities between providers, and consists of two dimensions, transfer of clinical information and its use; and clinical management coordination, which refers to the provision of care in a sequential and complementary way by the different services and healthcare levels involved; it encompasses three dimensions, care coherence, followup and accessibility across levels of care.
The development of theoretical frameworks to guide the analysis of factors influencing coordination across care levels is limited (Ovretveit, 2011) . From the empirical studies on factors that influence coordination, most of which use qualitative methods, two types can be distinguished: a) organizational factors, such as the existence of certain types of coordination mechanisms across care levels or having enough time to use them (Andvig et al., 2014; Fleury et al., 2012) ; and b) factors related to professionals, such as values and attitudes towards coordinating care and knowing the professionals of the other care level (Berendsen et al., 2006) . Contextual or health system factors related to coordination across care levels have scarcely been explored (Vargas et al., 2016) .
Public healthcare subsystems in the study countries
The study countries are classified as high income (Argentina, Chile and Uruguay) and upper middle income (Brazil, Colombia and Mexico), but have large socioeconomic and health inequalities (ChartsBin statistics collector team 2016) and, with the exception of Uruguay (1027$), low levels of public health expenditure per capita: 335$ in Argentina, 436$ in Brazil, 563$ in Chile, 428$ in Colombia, and 351$ in M exico (OECD, 2014) .
Although the models vary, these countries have health systems that are segmented by population groups according to socioeconomic or employment status (Atun et al., 2015; Londoño and Frenk, 1997) , with a public subsystem and a private one. The public sector is financed by social security contributions and/or taxes. It encompasses at least one subsystem dependent on the ministry of health, which is decentralized to different levels of government (departments/provinces and/or municipalities) and is generally aimed at the lower income population and/or those without social security. This study is focused on this public subsystem.
The proportion of covered population e estimated from the figures of enrollees in the public subsystem under study or in the other subsystems -varies depending on the country: in Chile (FONASA) and Brazil (SUS) it is high, with 73% and 75% respectively, in Mexico (Health Department/public health insurance) 58.4%, in Uruguay (ASSE) 36%, in Argentina (provincial and municipal health departments) 36%, and in Colombia 53.7%, taking into account that these services provide care for the uninsured population and those enrolled in the subsidized scheme (ANS, 2016; INDEC, 2010; INEGI, 2014; Ministerio de Salud y Protecci on Social. Colombia, 2015; Ministerio de Salud. Uruguay, 2016) .
The public healthcare subsystems in the study countries have significant similarities. They have national policies or programs fostering integrated healthcare networks, with diverse degrees of ambition and specificities . Healthcare provision is organized in networks of providers, mainly public (except in Colombia), but also private (except in Mexico). In all six countries, the norms envisage health care organized by levels of complexity, with PC as the entry point and coordinator of patient care and SC care in a supporting role, requiring a referral from PC for access to the specialist (Giovanella et al., 2015) .
Methods

Study design and study areas
A cross-sectional study was carried out based on a survey of doctors in Argentina, Brazil, Chile, Colombia, Mexico and Uruguay. The study area in each country was made up of two public health services networks, selected according to the municipalities or region in which participating universities were located (except for in Uruguay): Argentina, south/southern and north/north-western districts of Rosario; Brazil, Districts III and VII in Recife and the urban area of Caruaru; Chile, the southern and northern networks of Santiago, encompassing three districts; Colombia, south-western and southern district networks of Bogot a; Mexico, state networks of Xalapa and Veracruz; Uruguay, two networks of the western region, encompassing seven districts. The networks were selected according to the following criteria: a) provision of a continuum of services including at least PC and SC; b) provision of care to a defined population; c) mainly in urban areas of low or medium-low socioeconomic status; d) willingness to participate. None of the contacted networks refused to participate. Since the study networks were not very large, almost all of their health services were included.
Study population and sample
The study population was made up of PC and SC doctors whose daily practice involve contact with doctors of the other care level (i.e. through the patients' referral process) and who had been working for at least three months in the study network. A sample size of 348 doctors in each country (174 per network) was estimated to ensure the detection of a 15% variation between networks in professionals' experience of care coordination e i.e. with respect to the items on clinical care coordination included in the questionnaire. It was calculated on the basis of 80% power and a confidence level of 95%.
For the selection of survey participants, a list of doctors working in the centre was obtained. Following the presentation of the study to the professionals, the interviewers contacted them and verified that they met the inclusion criteria. Since the total number of doctors in each network was relatively small, all those who fulfilled the criteria were invited to participate. The percentage of contacted doctors that refused to participate ranged from 2.65% in Colombia to 7.6% in Uruguay.
Questionnaire
A questionnaire was designed to analyze clinical care coordination across levels of care (COORDENA www.equity-la.eu). Based on the conceptual framework of the study , variables were identified for each of the two types of clinical care coordination and their corresponding dimensions. Previous qualitative research was also taken into account (Vargas et al., 2016) and a review was conducted of the scientific literature and existing tools. The content of the questionnaire was then validated through discussions with a multidisciplinary group of experts with good knowledge of care integration and of the study framework and contexts. This first version in Spanish was adapted to the context and language variant of each participating country, and translated into Portuguese in the case of Brazil. In each country, a pre-test was conducted first consisting of cognitive interviews with 5e6 PC and SC doctors, followed by a pilot test, in order to evaluate the rhythm of the interview, interviewer burden and acceptability and comprehensibility. As a result, some questions were modified to avoid unfamiliar terms, or removed to shorten or avoid repetition.
The final questionnaire is divided into eleven sections. The first (the focus of this paper) includes 13 items to measure clinical care coordination across levels of care experienced by doctors: a) clinical information coordination: three items on transfer of information; b) clinical management coordination: four items on care coherence, three items on the follow-up of patients, and two items on accessibility; and c) one item on general perception of clinical care coordination. This is followed by a section on doctors' relational (interactional) factors. Both sections use a Likert scale (always, often, sometimes, rarely, never). The third and fourth sections refer to the knowledge and use of care coordination mechanisms. This is followed by a section on suggestions for improving coordination between levels of care. The penultimate section refers to organizational and employment factors and job-related attitudes, and the final one to demographic characteristics.
Data collection and quality
Data were collected by means of face-to-face interviews conducted by specifically trained interviewers in each country from May to October 2015 (in Uruguay to May 2016). Strategies to ensure the quality and consistency of data included close supervision of interviewers in the field, a review of all questionnaires, and reinterviewing 20% of participants selected at random. Inconsistencies during data entry were controlled using the doubleentry method.
Variables
Outcome variables for the descriptive analyses were nine items on the clinical coordination experienced. For the analysis of associated factors, the item on perception of care being coordinated across levels of care (always/often) was used because it acts as a good summary measure, since it is related to the most relevant dimensions of care coordination (Supplementary material).
The explanatory variables were: a) demographic: sex, age; b) employment conditions: care level, years working in the centre, type of contract, contracted hours per week, complementary work in the private sector; c) organizational conditions: time per patient, time for clinical coordination; d) attitude towards the job: satisfaction with the job, plan to change job in the following 6 months, satisfaction with the salary; and e) doctors' interactional factors: identification of PC doctor as coordinator of patient care across levels, knowing doctors of the other care level and trusting in their clinical skills.
Analysis
Univariate analyses were performed to describe the explanatory variables by country and bivariate analyses to describe the items on clinical care coordination and associated factors by country and level of care. Subsequently, a logistic regression model was generated to test the hypotheses on the possible influence of the different factors (explanatory variables) on general perception of care coordination. Robust covariance adjustments -employing the country variable -were used to account for correlated observations due to clustering. Percentages and adjusted odds ratios (OR) were calculated for perceived high level of care coordination. To reach the final model, the variables were added by group: first, demographic; second, employment conditions; third, organizational; fourth, attitude towards the job; and lastly, doctors' interactional factors. In cases where none of the variables in a group were significant, at least one was left in. This allowed us to ascertain the impact of different types of variables on adjusting the model.
Multicollinearity between explanatory variables was tested using the variance inflation factor (VIF), which was found to be insignificant (VIF values fall below 1.5). Model fit was assessed with the HosmereLemeshow goodness-of-fit test. The regression model gave p-values higher than 0.05, indicating that the model estimates fit the data at an acceptable level. Statistical analyses were performed using Data Analysis and Statistical Software (STATA), version 12.
Ethical considerations
Ethical approval was obtained from the ethical committees in the participating countries. All interviewees participated on a voluntary basis, after signing an informed consent. The right to refuse to participate or withdraw from the survey, anonymity, confidentiality and protection of data were all guaranteed.
Results
Characteristics of the sample
Firstly, in terms of noteworthy demographic characteristics, the highest proportion of young doctors was found in the Colombian sample (52.1%) and of doctors over 50 years of age in Mexico (51.5%); the remaining samples showed a similar distribution. Secondly, there is a majority of women in Argentina (69.7%) and men in Colombia (65.3%), while the rest are more or less balanced. In Argentina, Mexico and Uruguay, the majority of doctors have been working in their centers for more than three years, whilst in Brazil, and in Chile and Colombia in particular, there is a higher proportion of doctors with less than one year's experience. The highest number of contracted working hours per week for doctors (from 20 to more than 40) is found in Chile and Colombia, whereas in Brazil and Uruguay about half of them are contracted for under 20 h. A notable proportion of doctors complement their jobs with work in private health services, with high percentages in Brazil (55.4%) and Chile (57.5%) and very high in Uruguay (87.1%). With regard to organizational aspects, doctors in Colombia and Mexico have more time per patient, but in all six countries they consider that the time available for clinical coordination is insufficient (more than 80% in Chile and Colombia) ( Table 1) .
In terms of attitudes towards the job, the majority of doctors in all six countries are satisfied, although somewhat less so in SC in Brazil (53.7%), and have no plans to change jobs, apart for some PC doctors in Colombia (25.4%). However, with the exception of PC doctors in Mexico, the majority is not satisfied with the salary, especially SC doctors, and those of both levels in Uruguay. Finally, with respect to interactional factors, most PC doctors in all the countries identify themselves as coordinator for the patients in their trajectory through the different care levels, but only a minority of SC doctors recognize this, except in Argentina (62.7%). Less than 20% of doctors claimed to know the professionals of the other care level personally, except in Argentina (32.6%) and particularly in Uruguay (72.0%). More than half report that they trust in the clinical skills of doctors in the other level, with higher percentages in Argentina (76.0%) and Uruguay (81.9%), and with differences between care levels: the percentage is lower among SC doctors, especially in Chile and Mexico (only 40%) ( Table 2) .
Doctors' experience of clinical information and management coordination between levels
With respect to clinical information coordination between levels, the exchange of information is low in all six countries, but particularly so in Brazil (19.4%), Chile (10.3%) and Mexico (14.5%), with differences according to care level: PC doctors indicate a lower level of exchange. However, the doctors that claim to exchange information report that the data recorded is necessary and that they take it into account when attending to the patient (Table 3) .
With regard to clinical management coordination between levels, Table 1 Demographic, employment and organizational characteristics of study sample. the rating of consistency of care between levels is generally higher (Table 4 ), with differences according to level. PC doctors experience it in all four attributes (no repetition of tests; agreement over treatment; no contradictions; appropriate referrals) (Table 4) . However, the proportion of SC doctors that report agreement over treatments is low, particularly in Chile (21.3%), Colombia (33.1%) and Mexico (11.5%), as is the proportion of those who consider that the referrals are necessary (i.e. clinically appropriate) in Argentina (55.7%), Chile (50.2%) and especially Mexico (37.8%) ( Table 4) . With regard to the follow-up of patients across levels, a little more than half of the informants report that SC doctors refer the patients back to the PC doctor for follow-up. However, the proportion is lower among SC doctors in Chile (47.3%) and Uruguay (40.3%) and doctors of both levels in Colombia (48.3% and 27.4%) ( Table 4 ). Doctors from both care levels, but to a greater degree those from PC and more markedly in Brazil and Colombia, point out that SC doctors do not make recommendations to PC for the followup of the patient. Similarly, the proportion of doctors from both care levels who report that PC doctors consult SC doctors with any queries is also low, especially in Brazil (15.0%), Chile (12.1%) and Mexico (9.0%).
Finally, in terms of accessibility between care levels, doctors of both levels consider that the patient waits a long time for an appointment with the specialist after a referral from PC, especially Table 2 Doctors' attitude towards the job and interactional factors. 
Table 3
Primary and secondary care doctors' experience of high coordination of information between levels of care. 
Perception of good coordination between levels and associated factors
To analyze the factors associated with coordination between levels in the study networks, a summary item is used: "I think that the care provided is coordinated between the primary care doctors and the specialists in the network". In general, doctors of all the study areas perceived limited coordination between levels (Fig. 1) , particularly in Brazil, Chile and Mexico.
Several factors in the different categories of explanatory variables studied are associated with a better perception of coordination. In the category of employment conditions, the care level is associated (i.e. being a SC doctor). In terms of organizational conditions, believing there is enough time available for coordination within consultation hours positively influences doctors' perceptions of coordination. As regards their attitude towards the job, being satisfied with the job and the salary also influences their opinions on coordination. Lastly, in interactional terms, identifying the PC doctor as the coordinator of patient care, knowing the doctors from the other level and trusting in their clinical skills are all factors associated with a more positive view of coordination (Table 5) .
Discussion
This study is the first attempt to comparatively analyze one of the priority areas for improving the quality of health care in Latin Table 4 Primary and secondary care doctors' experience of high coordination of clinical management between levels of care, by study area. America: coordination across care levels. It is based on a survey of doctors and uses a common tool to comprehensively measure their experience of this multidimensional phenomenon and to explore individual and organizational factors that may contribute to it, both little explored in scientific research, even in the international context (Ovretveit, 2011) . Although the study was conducted in two public health services networks in each country, and one should be cautious in generalizing the results, it allows us to identify critical elements in clinical coordination. In all the networks studied, doctors report limited coordination of clinical care, especially in terms of information exchange and, to a lesser degree, clinical management, with differences between levels: for PC doctors it was more related to a lack of information and communication for the follow-up of patients and access to SC for referred patients, and for SC doctors, to a lack of information in referrals, clinically inappropriate referrals and disagreement over treatments. These results highlight faults in coordination between levels and a limited implementation of a model promoted since the Alma-Ata Declaration and revitalized by the care integration policies of the last decade, in which primary care plays the role of care coordinator in the network.
Limited information exchange and inconsistencies in care, especially in follow-up between levels
In the networks of all six countries, and particularly in Brazil, Chile and Mexico, the worst rated attributes of coordination were the exchange of information and communication between levels for the follow-up of the patient. This result is consistent with the deficient use (low, late and of poor quality) of the main mechanism, the (counter)referral form, especially on the part of SC doctors, as this and other studies indicate, and with the lack of other formal channels of communication between doctors of different levels . Likewise, the higher rating given by doctors in the networks of Argentina, Colombia and Uruguay may be due to a better use of the form, and also to more communication by telephone for urgent cases in Colombia, the assignment of health centers to referral teams for certain specialties in Argentina, and the direct contact permitted by the co-location of PC and SC doctors in polyclinics in Uruguay. Therefore, in all countries, the results suggest in line with the evidence, that complex strategies should be implemented to improve the transfer of information and communication (Vermeir et al., 2015) . Moreover, addressing factors such as lack of time and interest, precarious working conditions or economic disincentives to collaborate, which hinder the use of existing and potentially new mechanisms might be necessary, as some previous qualitative studies pointed out .
Although their experience of clinical management coordination is more positive, in all the networks doctors reported disagreements over treatments and inappropriate referrals to SC, mainly in Chile and Mexico, and a low rate of counter-referral of patients to PC for follow-up, especially in Chile, Colombia and Uruguay. These results may indicate quality-related problems in PC, due to insufficient training (Giovanella et al., 2015) , restrictions on the diagnostic tests and drugs that can be requested and shortfalls in physical and human resources. However they may also be due to long waiting times for SC, which delay the diagnosis and adequate treatment of patients in PC.
Moreover, the fact that it is mainly SC doctors pointing out these inconsistencies may simply reflect a limited understanding of the gatekeeper role of PC: for example, the probability that a referred patient will not require specialist care even when the referral was justified (incorrectly called "unnecessary referrals") is high because the negative predictive value of the diagnostic process of a PC doctor is high (Grundmeijer, 1996) . It may also reflect a failure to recognize their own role in the follow-up of patients (Forrest, 2009 ). This would also explain the considerable percentage of specialists, particularly in Chile, Colombia and Uruguay, who indicated that they occasionally or never counter-referred patients, thus hindering their follow-up in PC. In Colombia, with the lowest rate of counter-referral of patients to PC, this may also be related to the fee-for-service payment of specialists, which incentivizes them to retain patients.
It should be stressed that a significant shortcoming in the coordination of patient follow-up between levels is the long waiting times for SC, a result consistent with other studies, not only for consultations but also diagnostic tests (Garcia-Subirats et al., 2014) . This once again highlights the limited access of the population to health care that is adequate to its needs.
The importance of attitude-related factors in doctors' perception of coordination
In addition to working in SC, other factors are associated with a better perception of coordination: having enough time available to coordinate, interactional factors (identifying the PC doctor as coordinator of patient care across levels, knowing doctors personally and trusting in their skills), and satisfaction with the job and salary.
The association found between care level and perception of coordination seems to corroborate the assertion that the two types of professionals experience the same phenomenon differently, as previous studies have pointed out . Furthermore, the results show the importance of having enough time to coordinate with other care levels, in keeping with studies conducted in other settings (Fleury et al., 2012) , and highlight the fact that creating the adequate conditions for the use of coordination mechanisms is just as important as implementing them, aspects which are not always taken into account by managers and policymakers .
The results would also seem to indicate that SC and PC doctors who acknowledge the role of PC as care coordinator attribute more importance to collaboration between levels. This would be consistent with Fussell and Krauss (1992) and the relational coordination theory (Gittell, 2011 ) that highlight "mutual or shared knowledge" as a key aspect for coordination. In other words, understanding that tasks are interdependent and that the actions of one affect the rest underlies the effective coordination of work (Gittell, 2011) .
Knowing the professionals from the other care level personally also strengthens "mutual knowledge", as it allows them to share experiences and learn about each other's environment and skills. This may be even more relevant in contexts in which the roles of PC and SC doctors are not well defined. However, apart from the Uruguay networks, and to a lesser degree in Argentina, the results show that few professionals know each other, which is explained by the almost complete lack of mechanisms to favor direct contact. Moreover, the fact that fewer doctors know each other in Chile and Colombia may be related to the high turnover of professionals (temporary contracts 62.3% and 79.5% respectively) and in Colombia, also of providers, due to the short-term contracts that insurers sign with them (Vargas et al., 2016) . In contrast, the greater familiarity reported in Uruguay could be a result of the co-location of SC and PC doctors and the smaller size of the networks.
Trusting the skills of doctors of the other level is associated with the perception of coordination of care, which is consistent with previous studies (D 'Amour et al., 2005) . Trust is associated to another key aspect for coordination, "mutual respect" (Gittell, 2011) that increases the likelihood that professionals will be receptive to communication from their colleagues in other care levels. However, the results also reveal low levels of trust among SC doctors, especially in Mexico and Chile. Although further research is required, this may be due to having directly observed actions that they considered inadequate, but also to prejudices regarding the performance of PC doctors. Lastly, satisfaction with the job influences perceptions of coordination, an association which, like the others mentioned above, can be argued both ways: the most satisfied individuals are more motivated to do a good job (Nantha, 2013) and are therefore more willing to communicate with the other levels (Vargas et al., 2016) , and vice-versa, those individuals that work in a more coordinated way and/or in an environment that favors coordination (time to coordinate, mechanisms) are more satisfied with their jobs (Gittell et al., 2008) . Although further research is required, the low levels of satisfaction with the salary might be related to the dissatisfaction of professionals with working conditions that are insecure, imposed or voluntary e low-hours contracts, multi-employment, high job turnover, etc. e which contribute to them seeing the care of a patient as an isolated act and attributing less importance to coordinating to provide quality care (Vargas et al., 2016) .
Limitations of the study
The cross-sectional design allowed us to identify associations but not to determine causality. There is a strong need for longitudinal studies on the effects of individual and organizational factors on clinical care coordination. We were unable to explore associations with other types of organizational factors through a multilevel analysis, which would require a larger sample of networks. Finally, further studies are required to compare our results, which are based on self-reported clinical care coordination, with other information sources, e.g. clinical records.
Conclusion
The results indicate that doctors in all the study networks reported limited clinical coordination, especially in terms of information exchange, but also clinical management, and that this was associated with various factors related to working conditions, interaction and attitude. Both results highlight the limited implementation of a model based on primary care as coordinator, with some differences between contexts.
Certain recommendations can be inferred from the results regarding necessary changes to address key aspects in the health services networks. These include the definition and diffusion of the roles of each care level through medical training, and the implementation of feedback mechanisms which, in addition to improving consistency of care, patient follow-up and quality of care, favor mutual knowledge and trust between doctors of different care levels, a recommendation that is especially relevant for SC. Reducing SC waiting times, together with improving the quality of primary care, are key factors for improving the follow-up of patients across levels. Finally, it should not be forgotten that the right working conditions must be created e enough time, stability e for doctors to use the mechanisms correctly, be willing to coordinate and create ongoing relationships with professionals of the other levels.
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